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DNonetheless, we are unaware of any other contemporary
comparisons of proximal surgery plus adjunctive STABLE
repair versus standard surgical repair for DeBakey type I
dissection.CONCLUSIONS
This novel approach represents a potential advancement
of the existing treatment paradigm for acute DeBakey
type I dissection. Although it remains a work in progress,
hybrid surgery plus STABLE repair provides favorable
short-term outcomes and decreases late distal aortic compli-
cations compared with conventional surgical repair. We
have demonstrated a novel approach to coping with a com-
plex surgical problem, with encouraging results. The results
provide additional evidence to incorporate the STABLE
treatment paradigm in the existing surgical armamentarium
for aortic dissection. We would support additional prospec-
tive investigation to definitively assess this promising new
treatment paradigm for acute DeBakey type I dissection.References
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Dr R. Scott Mitchell (Stanford, Calif). Ms Hofferberth, first
congratulations on a superb prescription. It was a great opening pa-
per and very provocative. I additionally would like to thank you for
getting me the manuscript long in advance.
I do have several questions. I think the major question is for
whom does this confer the greatest advantage. In your study, you
noted that you had almost 30% of patients who required distal re-
intervention, and yet, in a large study, just recently out of Stock-
holm of more than 300 acute type A’s, they required
reintervention in only 8% of their patients at 10 years. That is
a pretty significant difference. What I wonder is, what is your in-
dication to do an endovascular repair for the distal aortic dilation?
At what size do you recommend doing something?
Ms Hofferberth. Thank you for your question. Certainly, one
of the limitations of this report is that the treated group is very
much a heterogeneous population of patients. There were no uni-
form indications for reintervention. Three patients underwent rein-
tervention; the first received endovascular treatment for thoracic
aneurysm formation, after rapid expansion of 12 mmwas observed
at 3 months after the procedure. At this point, the treating surgeon
intervened preemptively. The 2 remaining patients who were
treated for thoracoabdominal aneurysms underwent reintervention
after being observed to have ongoing aneurysmal expansion, andery c February 2013
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Dboth were treated when the thoracic aorta had reached a size
of 60 mm.
Dr Mitchell. Thank you. Second, how do you size your proxi-
mal graft? I think a lot of us are pretty nervous about putting a stent
graft, especially a stent graft with barbs on it, into that freshly dis-
sected proximal descending thoracic aorta. How do you size that,
and have you had any problems with those barbs?
Ms Hofferberth. Thank you. We have not observed any major
adverse events related to proximal fixation method used in TX2
graft implantation. The proximal graft was sized according to
the overall total lumen size.
DrMitchell. So all your repair occurs after bypass with admin-
istration of contrast. Would you agree that an alternative might be
an antegrade insertion of the device through the open arch, which
would not require radiographic control?
Ms Hofferberth. Thank you for your comment. We have used
the retrograde approach for a couple of reasons. First, we believed
that if an antegrade graft were deployed at circulatory arrest, it
would be difficult to assess with a high degree of certainty whether
one remained in the true lumen in both the thoracic and the ab-
dominal aorta. This is more tightly controlled when one accesses
the true lumen using the retrograde approach and the catheter
techniques. Second, the devices used in all these cases were de-
signed specifically for retrograde delivery. This is particularly rel-
evant for proximal graft fixation and adjustment of the graft to the
distal arch, which was designed specifically from a retrograde
approach.
DrMitchell. Finally, I noted that 2 of your patients were indeed
patients with Marfan syndrome. I am very curious as to how this
graft performed in those patients and would you finally recom-
mend this procedure for all patients undergoing acute type A’s,
the DeBakey type I extent.
Thank you and, again, congratulations.
Ms Hofferberth. Thank you for your comments. Although the
results we have presented here are very encouraging, we are not, at
this stage, in a position to recommend applying this treatment tech-
nique in all patients with DeBakey type I dissection, because we
simply do not have the data to support this. However, in treating
all-comers, the 2 operators have demonstrated that you can have
good results in all patients, including those with connective tissue
disorders, but we would certainly not be able to provide any sort of
overriding recommendations just based on our data. Although weThe Journal of Thoracic and Cacannot make any definite recommendations from our study, we do
believe that these results warrant future prospective investigation
of this promising adjunctive treatment strategy in patients with De-
Bakey type I dissection.
Dr John Ikonomidis (Charleston, SC). Thank you. Sophie, it
was a fantastic presentation, and I join Dr Mitchell in congratulat-
ing you for this very interesting and provocative work.
I have a terminology question for you. Looking at your patient
demographics, you said that you studied 61 consecutive patients
with acute type A, of which 37 were DeBakey type I’s. That im-
plies that one half of the patients in the original 61 had ascending
aortic dissections that were confined to just the ascending aorta,
that were just type II’s. Is that true?
Ms Hofferberth. Yes, that is correct.
Dr Ikonomidis. That strikes me as being quite unusual. Type II
aortic dissections tend to be fairly uncommon relative to other
types of aortic dissection. I was wondering if you could comment
on the high incidence of type II dissection in this group.
MsHofferberth. Sorry, I would not be able to make a comment
as to why there would be a discrepancy in the incidence of type II
dissections. We only included patients who were demonstrated to
have dissection that extended beyond the left subclavian artery.
Moderator. The water goes down the drain differently down
there you know, something like that.
Dr Eric Roselli (Cleveland, Ohio). Sophie, again, congratula-
tions. You have demonstrated that you can perform a more exten-
sive repair safely for patients with type I extent dissections. It
seems that the real advantage of these more extensive techniques
is to promote remodeling of the aorta. My question is about how
you assess that. You described the false lumen as being partially
or completely thrombosed. I think an important point to under-
stand in these patients is that the flow into the false lumen is di-
verted into other entry or re-entry tears. When you did your
computed tomography analysis of these patients, did they undergo
computed tomography scans with arterial contrast and also a de-
layed venous phase imaging study to really assess the perfusion
and pressurization of that false lumen? I think it is an important de-
tail. Thank you.
Ms Hofferberth. Thank you for your question. That is correct.
In each patient, computed tomography angiography was per-
formed using arterial contrast and delayed venous phase imaging
to assess the false lumen perfusion rates.rdiovascular Surgery c Volume 145, Number 2 355
